Background Concerns have been expressed, particularly in inner cities, about the growing pressure on acute psychiatric beds, evidenced by increased occupancy rates, difficulties in accessing beds, and increasing use of private beds by health authorities. This study investigated these concerns by conducting a census of psychiatric patients occupying acute beds. The proportion of patients who no longer required acute care and their needs for alternative provision were determined, together with bed occupancy rates. Method A point prevalence survey of acute psychiatric patients in all National Health Service acute psychiatric units and seven private psychiatric units in North and South Thames regions was conducted on 15 June 1994. Sociodemographic, diagnosis and admission characteristics data were collected. Patients who no longer required acute care were identified and the alternative service provision required for these patients was determined. Bed occupancy rates were calculated. Results A total of 3710 psychiatric patients (including those on leave) were ennumerated. More than one in five (23-2 per cent) were defined as inappropriately located. The main alternative services required for inappropriately located patients who could be discharged to the community were professional support in patient's home (71 -5 per cent), and housing or more appropriate housing (61 per cent). For inappropriately located patients who could not be discharged into the community, the main alternative services required were group home (293 per cent) and in-patient rehabilitation (208 per cent). Bed occupancy rates were high on the day of the survey (95 per cent) Conclusions Best use is not being made of acute psychiatric beds in the Thames regions. A high proportion of patients occupying beds are those who no longer require acute care, but for whom alternative services are unavailable.
Introduction
Mental health services have recently become the focus of much media and managerial attention. Tragic events such as those associated with Christopher Clunis, Ben Silcock and Michael Buchanan have highlighted the problem of caring for people with severe mental health problems in the community. 1 " 3 Concerns have also been increasing, particularly in London, about the growing pressure on acute psychiatric beds as evidenced by increased occupancy rates, difficulties in accessing acute beds, and increasing use of private psychiatric beds by health authorities. 4 " 6 The Government has responded to these trends in a number of ways, including the introduction of supervision registers, 7 the establishment of a Mental Health Task Force to help health authorities improve mental health services, 8 the launching of a bill to give new powers of supervised discharge, 9 and the pump-priming of community-based mental health service developments in London via the London Implementation Group.
A previous study on the use of acute psychiatric beds in one inner London health authority showed that over a third of patients were identified by health care professionals as no longer requiring acute care. The inappropriate placement of these patients was due to a lack of alternative provision -health care professionals cited the need for more residential accommodation and long-stay care. 10 There is considerable debate amongst professionals on the number of acute psychiatric beds needed and the balance between different services within the mental health service system, particularly between acute beds and community services. '' The present study sought to determine the characteristics of acute psychiatric patients in the Thames regions, the proportion of patients no longer requiring acute care, and the unmet need for alternative service provision. The results were intended to inform the regional and district health authorities' plans for the future development of mental health services. Reports were produced for individual health authorities and providers to assist this process.
North and South Thames regions commissioned a one-day census of all National Health Service (NHS) acute psychiatric beds (adult acute, low-level secure and elderly mentally ill acute and assessment) across the two regions. Seven private providers were also asked to collect data on patients paid for by the NHS. The Department of Public Health at Kensington & Chelsea and Westminster Health Authority was asked to carry out the survey in conjunction with the two regions, and subsequently to analyse the data. This paper presents the data for adult acute patients. Data for low-level secure and elderly mentally ill acute and assessment patients will be presented elsewhere.
Method
A point prevalence survey of all acute psychiatric patients in 69 NHS units in North and South Thames regions was carried out on 15 June 1994. NHS patients in seven private units were also enumerated. These private units were chosen because they are the main recipients of mental health extra-contractual referrals (ECRs) from London health authorities.
Using a patient form, basic demographic data including age, sex and patients' self-assigned ethnic group were extracted from clinical and nursing notes by the patients' key workers (nursing staff) for all adult acute patients (including those on leave). In addition, the date and method of admission, as well as the primary diagnosis of patients (using the ICD10 classification 12 ) were recorded. Whereas appropriateness tools have been developed for general acute patients, 13 " 15 there is no tool to measure inappropriateness for acute psychiatric patients. Ward managers (nurses) were therefore asked to identify patients who, in their opinion, no longer required acute care. They were asked to identify more appropriate provision for these patients from a list of possibilities, either:
(1) services required for patients who could be discharged into the community, if these services were available; or (2) services required for patients who could not be discharged into the community but who still required alternative provision.
Providers designated key nursing and managerial staff to attend training sessions which explained how the data should be collected. These staff trained colleagues within their units.
To measure bed occupancy, bed base data were obtained from the two Regional Health Authorities and confirmed with providers. In addition, data were collected from each health authority in the two regions relating to the number and type of all acute mental health ECRs on the same day as the survey.
Data analysis X
2 tests of statistical significance were performed on the data to demonstrate the degree of association between variables.
Reliability study A 25 per cent sample (n = 84) of the casenotes of patients enumerated in the survey in one health authority were reviewed by three psychiatrists. The psychiatrists agreed with the survey findings on the status of 82 per cent of the patients. A K test 16 was performed, giving a moderate level of agreement of 58 per cent. The psychiatrists defined a higher proportion of the patients as inappropriate (33-3 per cent) compared with ward managers (27-4 per cent).
Results

Survey coverage
The survey enumerated a total number of 3710 acute psychiatric patients in North and South Thames. We received data from every NHS acute mental health unit and seven private units in North and South Thames. On one ward in one trust, data were not collected for every patient. We have excluded this ward from the bed occupancy calculations. The response rate from health authorities giving details of their ECRs on the day of the survey was 100 per cent.
Geographical comparisons
Data are presented comparing inner London, outer London and the shire counties. Definitions of these areas are shown in the Appendix.
Patient characteristics Table 1 shows that across North and South Thames, the adult acute psychiatric population has higher proportions of men (p < 0-05), people identifying as black (aggregation of the 1991 Census categories 'black -African', 'black -Caribbean', and 'black -other') (p < 0001), homeless (p < 0001), and those living alone (p < 005) compared with the general population; 29-7 per cent of patients in inner London were described as black. Across the two regions, 90-4 per cent of patients were registered with a general practitioner (GP), although rates are lower in inner London than in outer London and the shire counties. Table 1 shows that patients in inner London were more likely to have a diagnosis of schizophrenia (p < 0001) and to have been admitted under a section of the Mental Health Act 1983 (p < 0001) than across the two regions as a whole.
Inappropriate patients
A total of 843 (23-2 per cent) patients were defined as inappropriately located. Of these, 380 (45 per cent) were suitable for discharge into the community if services had been available; 437 inappropriate patients (51-8 per cent) were unsuitable for direct discharge into the community but still required some form of alternative provision (see Fig. 1 ). The proportion of patients defined as inappropriately located was similar between inner London (24-7 per cent) and outer London (24-5 per cent), but lower in the shire counties (19-9 per cent) (see Table 1 ). However, this masks a wide variation between health authorities. The proportion of patients defined as inappropriate ranged between 0 per cent and 52-9 per cent. Table 2 shows that inappropriate patients across the two regions were more likely than appropriate patients to be male (p < 0001), homeless (p < 0001), not registered with a GP (p = 0-0012), have a diagnosis of schizophrenia (p < 0001), have had two or more admissions in the previous 12 months (p = 0025), have lengths of stay greater than three months (p < 0-001), and been assessed for Local Authority care management (p < 0001).
Alternative services required
All inappropriately located adult patients were recorded as needing at least three items of alternative provision, which were ranked in order of priority. Figure 2 shows the proportion of inappropriate patients for whom various forms of provision were recorded as first, second or third priority. Professional or specialist support in patient's home or day centre (71-5 per cent), and housing or more appropriate (20-8 per cent) required in-patient rehabilitation (see Fig. 3 ). Table 3 shows bed occupancy rates, numbers of ECRs, and the proportion of patients in private beds in inner London, outer London and the shire counties on the day of the survey. Two indicators of bed occupancy have been used:
Bed occupancy and extra-contractual referrals
(1) 'Crude' bed occupancy -the numerator is all patients on the unit list on the survey day including patients on leave. The denominator is the total number of beds in each unit. North & South Thames (n=437) FIGURE 3 Inappropriately located adult acute patients unable to be discharged home.
(2) 'True' bed occupancy -the numerator is all patients on the unit list minus those on long-term leave (seven days or more). The denominator is the total number of beds in each unit.
Bed occupancy rates were high even when patients on long-term leave were excluded, and were particularly high in inner London (98 per cent) and outer London (98 per cent) compared with the shire counties (88 per cent). Inner London had a higher proportion of ECRs and patients funded by the NHS in private beds.
The bed occupancy rates in this study are lower than those given by the Royal College of Psychiatrists' survey of 12 psychiatric services in inner London on the same day as this survey. 5 Their measure of 'true' bed occupancy included in the numerator the number of patients, as judged by a psychiatrist, who should have been in a bed on survey day but were at home, in prison, or in hospital because admission beds were full. The result was that their mean bed occupancy rate for inner London was 130 per cent, compared with our 'true' bed occupancy rate for inner London of 98 per cent.
Discussion
This study has identified a high proportion of psychiatric patients who are inappropriately located.
Acute psychiatric beds are not being used in the most effective and efficient way possible because of the lack of more appropriate services. There were, however, wide variations between health authorities in the proportion of patients defined as inappropriately located, and this may reflect different admission and discharge thresholds relating to differences in supply of alternatives to acute admission. Areas where pressure on acute beds is strongest may have higher thresholds for admission and lower thresholds for discharge. This means that a ward manager in one of these areas may be more likely to define a patient as inappropriate, compared with an area where pressure on beds is lower and there are lower thresholds for admission.
The survey shows that, for patients who no longer required acute care and who could be discharged into the community, there is a need for greater support from community mental health teams and for day care provision. This concurs with the recommendations of the inquiry by the House of Commons Select Committee into services for seriously mentally ill people. 17 Community-based multidisciplinary teams have been shown in some instances to reduce the use of acute in-patient beds by between 20 per cent and 40 per cent. 18 ' 19 A recent study found that key workers providing close supervision to vulnerable patients (as However, our findings also suggest that a key determinant of delays in discharge is the lack of suitable housing for the mentally ill. Clearly, the current investment programmes in community mental health services need to be matched by investment in suitable housing. There is little point in developing effective community mental health services if psychiatric patients have nowhere to live. Others have emphasized the importance of housing authorities in the planning of discharge of the mentally ill. 21 ' 22 For patients who were not ready to be discharged into the community but who no longer required acute care, there was a need for a wide range of residential provision such as staffed housing in the community, as well as for in-patient rehabilitation services in hospitals.
Bed occupancy rates were high on the day of the survey, illustrating the pressure on psychiatric beds. However, there were more beds available than at first appeared when we took into account the proportion of patients on long-term leave. Where bed occupancy rates are over 100 per cent this does not mean that there are two patients in one bed. Providers are using beds of patients on leave for other patients. Of all adult patients, 5-8 per cent (216) were on short-term leave (less than seven days) on the day of the survey, and they have been included in the bed occupancy rates. On the day of the survey, 37-5 per cent of patients on shortterm leave had their bed occupied by another patient.
The pressure on NHS beds leads to ECRs between health authorities and use of private units. This is not an effective use of NHS resources, as ECRs cost more than contracted beds and, more importantly, continuity of care between hospital and community services is more difficult to achieve for patients in private units.
The proportion of patients who had been assessed for Local Authority care management was low. Even for patients defined as 'inappropriate' and therefore ready for discharge, less than half had been assessed. Although some of these patients may not require assessment for care management, our finding suggests that delays in assessment may be exacerbating the problem of the lack of alternatives to acute in-patient provision. Others have found patchy implementation of care management for psychiatric patients, 23 and noted that the process can delay discharge from hospital. 24 There are a number of limitations to this study. The first relates to the generalizability of the study. We do not know how representative this day was compared with other days. It is possible that for any particular unit it was an atypical day in terms of the numbers and types of patients in the hospital that day. However, although the findings may be atypical for individual psychiatric units, given the large number of units included, the survey probably provides a representative picture for the whole of the North and South Thames regions.
The definition of 'inappropriately located' is a subjective one and may be influenced by a number of factors including admission and discharge thresholds, and professional interests. Professional interests may work in either direction: nursing staff may be more likely to define patients on their ward as either appropriately or inappropriately placed depending on how they view their own interests. Nursing staff may be reluctant to define patients as inappropriate because they perceive it as reducing the value of their work; alternatively, they may be eager to define patients as inappropriate so as to emphasize the pressure on acute beds and their own workloads. A previous study found variations between professional groups in judging which patients were inappropriately located, particularly between psychiatrists and social workers. 10 The small reliability study we conducted suggests that the survey may have underestimated the number of inappropriately located patients.
Conclusions
The evidence from this study suggests that purchasers and mental health service managers should look closely at their utilization of acute psychiatric beds and, in co-operation with other agencies, devise the most appropriate combination of in-patient and community provision. Data from this study can be used at a local level to assist this process.
The solution to the pressure on acute psychiatric beds is not necessarily the provision of more acute beds. The Royal College of Psychiatrists has argued that their study indicates that a further 426 beds are required in inner London. However, on its own this would probably increase the number of inappropriately located patients because without adequate provision of the range of community services, including housing, this would exacerbate the 'revolving door' effect. The present study has highlighted the need for purchasers and providers to work closely with the housing sector if appropriate care for those with severe and enduring mental health problems is to be provided. 25 The Government's attempts to deal with the problem of caring for severely mentally ill in the community through its supervised discharge proposal fails to deal with the issues illustrated by this study, which has shown that there is a need to increase access to community services. 26 
